
 

 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

State of Kansas 

 
KanCare 

Section 1115 Demonstration Renewal 
Application  

DRAFT 

December 30, 2022 



 

KanCare Section 1115 Demonstration Renewal Application i 
 

Table of Contents 

I. Introduction  ...............................................................................................................................................................................1 

II. Historical Summary................................................................................................................................................................2 

III. Requested Changes to the Demonstration and Expenditure Authorities ..................................................7 

IV. Quality Reporting Summary ........................................................................................................................................... 13 

V. Finance and Budget Neutrality...................................................................................................................................... 29 

VI. Evaluation Outcomes and Design ................................................................................................................................ 34 

VII. Public Notice ........................................................................................................................................................................... 42 

Appendix A. KanCare Interim Evaluation ........................................................................................................................ A-1 

Appendix B. Substance Use Disorder Interim Evaluation ....................................................................................... B-1 

Appendix C. Tribal Notice ......................................................................................................................................................... C-1 

Appendix D. Public Notice (Abbreviated) ........................................................................................................................D-1 

Appendix E. Full Public Notice ............................................................................................................................................... E-1 

Appendix F. Responses to Public Comments .................................................................................................................. F-1 

 





http://kancare.ks.gov/about-kancare/annual-forum


http://kancare.ks.gov/home




 

 
KanCare Section 1115 Demonstration Renewal Application 5 

program through which people with disabilities and/or behavioral health conditions may seek a 
path to employment without jeopardizing their Social Security benefits or losing medical insurance 
coverage. STEPS services include Pre-Vocational Services, Independent Living Skills Training, 
Personal Assistant Services, Transportation, Supported Employment, Assistive Technology, and 
Community Service Coordination. To receive STEPS services, a participant must be interested in 
finding and maintaining employment and meet eligibility criteria, including the Social Security 
Administration definition of disability . The KanCare 2.0 evaluation includes the evaluation of 
hypothesis 2: Increasing employment and independent living supports for members with 
behavioral health needs, or who have intellectual, developmental or physical disabilities or 
traumatic brain injuries will increase independence and improve health outcomes. Over the course 
of the demonstration, Kansas was able to serve 42 individuals on this pilot program with 37 
currently enrolled and 3 who have achieved employment. 

The State also expanded the use of telehealth services to enhance access to care for KanCare 
members living in rural and semi-rural areas. These interventions were particularly important 
during the COVID-19 PHE to provide access to care when members were unable or uncomfortable 
leaving their residence. Hypothesis 3 in the evaluation design is that the use of telehealth (e.g., 
telemedicine, telemonitoring, and telementoring) services will enhance access to care for KanCare 
members living in rural and semi-urban areas. 

Specifically: (a) telemedicine will improve access to services such as speech therapy; (b) 
telemonitoring will help members more easily monitor health indicators such as blood pressure or 
glucose levels, leading to improved outcomes for members who have chronic conditions; and (c) 
telementoring can pair rural and semi-urban health care providers with remote specialists to 
increase the capacity for treatment of chronic, complex conditions. KanCare experienced increases 
in use of telemedicine across all measures reviewed along with positive outcomes from provider 
surveys on the use of telemedicine and member engagement in making progress on their treatment 
goals.   

In its renewal application for KanCare 2.0, the State requested and received approval from CMS for 
a waiver of the authority to provide coverage for covered services provided to Medicaid-eligible 
individuals aged 21 through 64 who are enrolled in an MCO and who are receiving services in a 
publicly-owned or non-public institution for mental diseases (IMD). Under this authority , members 
ages 19 through 64 have access to additional covered SUD services, authorized under section 
1115(a)(2) of the Social Security Act, including SUD treatment services provided to individuals with 
SUD who are short-term residents in residential treatment facilities that meet the definition of an 
IMD. These new services were implemented as part of the implementation of KanCare 2.0 on 
January 1, 2019. As required by CMS, Kansas conducted a separate 1115 SUD demonstration 
evaluation to examine whether the demonstration achieved its goals. In the interim evaluation of 
the five goals of the SUD demonstration, the primary drivers for Goals #1 through #4 showed 
improvements or mixed results and the primary drivers for Goal #5 did not provide evidence of 
improvements specific to the SUD demonstration, but did experience improvements to some of 
outcomes overall. Four of the six secondary drivers showed evidence that they contributed to 
improvements to Goals #2 through #5. 

In addition to the strategies described above and the demonstration evaluation, Kansas updated its 
QMS to incorporate performance measures and reporting to support KanCare 2.0 initiatives. This 
included establishing goals that align with the KanCare 2.0 hypotheses (e.g., Goal #2 in the QMS is 
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Benefits  

Individuals eligible for this program have access to the full suite of KanCare benefits covered under 
the state plan. Instead of being periodically reviewed, eligibility determinations will not be made 
more than once per year.  

These covered benefits will remain during the renewal period with no changes.   

Specific SUD Services and the SUD IMD exclusion 

Eligibility  

Currently, the Kansas section 1115 waiver permits Medicaid coverage of expenditures for 
otherwise covered services furnished to eligible individuals who are primarily receiving treatment 
and withdrawal management services for SUD who are short-term residents in facilities that meet 
the definition of an IMD. 

This eligibility would not change under the renewal.  

Benefits  

Currently, the SUD program covers beneficiary access to high quality, evidence-based opioid use 
disorder (OUD) and other SUD treatment services ranging from medically supervised withdrawal 
management to on-going chronic care for these conditions in cost-effective settings while also 
improving care coordination and care for comorbid physical and mental health conditions. 
Pursuant to the Section 1115 waiver, the State must establish requirements or guidance that meet 
program standards in the ASAM criteria or other nationally recognized, SUD-specific program 
standards regarding the types of services and hours of clinical care for residential treatment 
settings. The State must establish a requirement that residential treatment providers offer 
medication-assisted treatment (MAT) on-site or facilitate access to MAT off-site. The State must 
guarantee establishment and implementation of policies to ensure residential facilities link 
beneficiaries with community-based services and supports following stays in these facilities.  
 
These covered benefits and system enhancements will remain during the renewal period with no 
changes, outside from the State continuing to enhance and transform the SUD delivery system.  

Continuous Eligibility for Individuals Enrolled in CHIP  

The eligibility and benefits for the continuous eligibility for individuals enrolled in CHIP who turn 
19 during the PHE will continue with the approval found at the following link: ks-kancare-covid19-
amndmnt-aprvl-ca.pdf (medicaid.gov). 

Expendit ure Authority Requests for the Renewal  

Kansas is not proposing any new waivers or expenditure authorities in this extension request and 
seeks to maintain those program design features that require 1115 expenditure authority or move 
programs and payment features currently authorized as an expenditure authority into other 
authorities. The authorities that will be maintained include: 

Expenditures for Additional Services for Individuals with Substance Use Disorder Needs  

https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ks-kancare-covid19-amndmnt-aprvl-ca.pdf
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ks-kancare-covid19-amndmnt-aprvl-ca.pdf
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Kansas requests continuing expenditure authority for  rehabilitation services furnished to 
individuals eligible under the approved State Plan to address SUD needs in the community.  

Residential Treatment for Individuals with Substance Use Disorder   

Kansas requests continuing expenditure authority for otherwise-covered services provided 
to Medicaid eligible individuals aged 21 through 64 years who are enrolled in a Medicaid 
MCO and who are receiving services in a publicly-owned or non-public IMD. 

12-Month Continuous Eligibility Period for Parents and Other Caretaker Relatives  

Kansas requests continuing expenditure authority for continued benefits during any 
periods within a twelve-month eligibility period when these individuals would be found 
ineligible if subject to redetermination.  

Continuous Coverage for Individuals Aging Out of CHIP 

Kansas requests continuing expenditure authority pursuant to attachment T of the August 
15, 2022 KanCare approval letter. These expenditures are to provide continued eligibility 
for CHIP enrollees who turn 19 during the public health emergency (and therefore lost 
eligibility for CHIP due to age) and who are otherwise ineligible for Medicaid due to income 
above 0 percent of the federal poverty level (FPL).    

  



https://kancare.ks.gov/docs/default-source/quality-measurement/eqro-reports/current-eqro-report/2021-2022-annual-eqr-technical-report.pdf?sfvrsn=336a501b_6












https://kancare.ks.gov/docs/default-source/quality-measurement/eqro-reports/current-eqro-report/2021-2022-annual-eqr-technical-report.pdf?sfvrsn=336a501b_6


https://kancare.ks.gov/docs/default-source/quality-measurement/eqro-reports/historical/_20210428-eqr-annual-tech-report---final-report.pdf?sfvrsn=c1a8511b_0
https://kancare.ks.gov/docs/default-source/quality-measurement/eqro-reports/historical/_20210428-eqr-annual-tech-report---final-report.pdf?sfvrsn=c1a8511b_0








https://kancare.ks.gov/docs/default-source/quality-measurement/eqro-reports/historical/_20210428-eqr-annual-tech-report---final-report.pdf?sfvrsn=c1a8511b_0
https://kancare.ks.gov/docs/default-source/quality-measurement/eqro-reports/historical/_20200529-annual-eqr-technical-report.pdf?sfvrsn=bc54e1b_6






https://kancare.ks.gov/docs/default-source/quality-measurement/eqro-reports/historical/_20200529-annual-eqr-technical-report.pdf?sfvrsn=bc54e1b_6
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o Telemonitoring will help members more easily monitor health indicators such as blood 
pressure or glucose levels, leading to improved outcomes for members who have chronic 
conditions  

o Telementoring can pair rural and semi-urban health care providers with remote specialists 
to increase the capacity for treatment of chronic, complex conditions  

As described above, KanCare experienced improvements across several of the measures reviewed 
and had at least one measure show improvement in each of the hypotheses analyzed in the draft 
interim evaluation report. The full draft interim report can be found KanCare.ks.gov. 

SUD Demonstration 

In its renewal application for KanCare 2.0, the State requested and received approval from CMS to 
provide coverage under KanCare 2.0 for otherwise-covered services provided to Medicaid-eligible 
individuals aged 21 through 64 who are enrolled in a Medicaid MCO and who are receiving services 
in a publicly-owned or non-public IMD. 

This approval enabled the State to better address OUD and other SUDs and to improve access to 
high-quality addiction services.  

SUD demonstration goals include the following: 

1. Increased rates of identification, initiation, and engagement in treatment for OUD 
and other SUDs.  

2. Reduced utilization of EDs and inpatient hospital settings for OUD and other SUD 
treatment where the utilization is preventable or medically inappropriate through 
improved access to other continuum of care services.  

3. Reduction in overdose deaths, particularly those due to opioids.  
4. Fewer readmissions to the same or higher level of care where readmissions are 

preventable or medically inappropriate for OUD and other SUDs.  
5. Improved access to care for physical health conditions among members with OUD 

or other SUDs. 
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Table 10: KanCare Renewal and SUD Demonstration Hypotheses  

Hypothesis  Methodology  Data Sources New or Continuing  
12-month continuous 
eligibility for parents and 
caretaker r elatives is 
associated with decreased 
emergency room visits, and  
potentially preventable 
admissions/readmissions.  

Analyze reductions 
in ED visits or 
potentially 
preventable 
admissions/readmis
sions compared to 
rates in another 
state, a control 
group, or other 
probability model.  

Medicaid eligibility 
data, managed care 
enrollment, and 
encounter and 
payment data. 

New 

Extending eligibility for CHIP 
enrollees who turn 19 
during the PHE, and are 
otherwise ineligible for 
Medicaid, will provide 
continued medical 
assistance to help protect 
their health, safety, and 
welfare during the COVID -19 
PHE. 

Analyze patterns in 
health and health care 
before and during the 
period of extended 
CHIP coverage to 
evaluate if continued 
health care protects 
the health, safety, and 
welfare of 
individuals.  

Medicaid eligibility 
data and managed 
care enrollment. 

Continuing 

The demonstration will 
increase the percentage of 
members who are referred 
and engaged in treatment 
for SUDs.  

Analyze and 
compare referral 
and treatment 
penetration 
compared to a 
control group or 
other probability 
model.  

See table 10 Continuing 

The demonstration will 
decrease the rate of 
emergency department 
visits and inpatient 
hospitalizations related to 
SUD within the member 
population.  
 

Analyze and 
compare ED use and 
inpatient 
hospitalizations 
compared to a 
control group or 
other probability 
model.  

See table 10 Continuing 

The demonstration will 
decrease the rate of 
overdose deaths due to 
opioids.  
 

Analyze and 
compare overdose 
death rates 
compared to a 
control group or 
other probability 
model.  

See table 10 Continuing 

Among members receiving 
care for SUD, the 
demonstration will reduce 

Analyze and 
compare SUD 
treatment 

See table 10 Continuing 
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VII.  Public Notice  

Reserved for documentation of compliance with the public notice requirements per 42 CFR 
§431.408 and §431.420(c).  
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Appendix A . KanCare Interim Evaluation  
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800 SW Jackson, Suite 700 
Topeka, Kansas 66612 

Phone 785-273-2552 
Fax: 785-273-0237 

www.kfmc.org  

 
 
 
 
October 20, 2022 
 
 
Shirley Norris 
Director of Managed Care 
KDHE Kansas Department of Health & Environment 
Division of Health Care Finance 
900 SW Jackson St., Room 900 
Topeka, KS 66612 
 
RE: Evaluation of the State of Kansas Medicaid Section 1115(a) Demonstration – KanCare 2.0 Interim Evaluation 

Report – Final  
 
Dear Ms. Norris: 
 
Enclosed is KFMC’s final State of Kansas Medicaid Section 1115(a) Demonstration – KanCare 2.0 Interim Evaluation 
Report. Please contact me, bnech@kfmc.org, if you have any questions or concerns. 
 
Sincerely, 
 
 
Beth Nech, MA 
EQRO Manager 
 
Electronic Version: Ryan Gonzales, EQR Audit Manager/Supervisor, KDHE 
  

  
Enclosure(s)  
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health and independence in addition to traditional Medicaid and Children’s Health Insurance Program 
(CHIP) benefits.1 KanCare 2.0 aims to improve integration and coordination of care across the healthcare 
spectrum. Services related to social determinants of health include addressing safe housing; food 
sources; educational, economic, and job opportunities; access to health care services; transportation 
options; community-based resources in support of community living; and opportunities for recreational 
and leisure-time activities. Services that address social determinants of independence are tailored to an 
individual’s vision for their life, including areas such as career, community participation and 
contribution, and social/emotional connections. Strategies to achieve the enhanced goals of KanCare 2.0 
include service coordination, the OneCare Kansas (OCK) program, value-based models and purchasing 
strategies, increasing employment and independent living supports, and telehealth (i.e., telemedicine, 
telemonitoring, and telementoring) services.  
 
KanCare 2.0 expands upon care coordination to provide service coordination, which is a comprehensive, 
holistic, integrated approach to person centered care.1 It allows for maximum access to supports by 
coordinating and monitoring all of an individual’s care (acute, behavioral health, and long term services 
and supports [LTSS]) through direct interventions, provider referrals, and linkages to community 
resources. Case management, disease management, discharge planning, and transition planning are also 
elements of service coordination. All professionals involved in a member’s care communicate with one 
another so that the member’s medical and behavioral health and social service needs are addressed in a 
comprehensive manner. The coordination of a member’s care is done through a dedicated care manager 
who oversees and coordinates access to all of the services a member requires to optimize their health.5  
 
KDHE-DHCF developed the OneCare Kansas (OCK) program that is “offered to KanCare 2.0 members 
with chronic conditions and is designed to apply a comprehensive and intense method of care 
coordination that integrates and coordinates all services and supports to treat the ’whole person‘ across 
the life span.” The focus is on members with certain chronic conditions involving mental health and 
asthma. Initially, eligibility was limited to members diagnosed with Severe Bipolar Disorder, Paranoid 
Schizophrenia, or Asthma (plus one other qualifying health condition). Effective April 1, 2021, qualifying 
diagnoses were expanded to additional severe mental illnesses and/or expanded types of asthma which 
increased the eligible population. Eligible members are invited to opt-in to the program.5 Care 
coordination is provided by contracted providers, OCK Partners (OCKPs), including primarily Community 
Mental Health Centers, as well as Federally Qualified Health Centers, individual primary care practices, 
providers who serve individuals with developmental disabilities, and other community-based mental 
health providers (CBMH).6 All professionals involved in a member’s care communicate with one another 
so that the member’s medical and behavioral health and social service needs are addressed in a 
comprehensive manner. The coordination of a member’s care is done through a dedicated care manager 
who oversees and coordinates access to all of the services a member requires to optimize their health.5 
The OCKPs are required by KDHE policy to participate in the OCK Learning Collaborative, a peer-to-peer 
learning activity.6 As of April 1, 2022, OCK had 3,272 enrolled members. 
 
Value-based purchasing (VBP) strategies include provider payment and/or innovative delivery system 
design methods between managed care organizations (MCOs) and their contracted providers, as well as 
the pay-for-performance (P4P) program between the State and contracted MCOs.  
 
The State has asked KanCare 2.0 MCOs to utilize telehealth solutions in designing, establishing, and 
maintaining provider networks and to develop models to expand use and effectiveness of telehealth 
strategies, including telemedicine, telemonitoring, and telementoring, with a focus on enhancing access 
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to services in rural or semi-urban areas, access to behavioral health services, and support chronic pain 
management interventions.1 The State document for MCOs titled “Kansas Medicaid Managed Care 
Request for Proposal for KanCare 2.0” has described telemedicine, telemonitoring, and telementoring as 
follows (pp. 106–107): 7  
a) “Telemedicine: The State is interested in positively impacting member access by exploring 

telemedicine strategies that expand the full scope of practice by connecting network providers with 
members at distant sites for purposes of evaluation, diagnosis, and treatment through two-way, real 
time interactive communication. such projects can greatly enhance access, save time, money and 
improve outcomes in communities with limited access to health care.” The state has defined 
telemedicine as “connecting participating providers with members at distant sites for purposes of 
evaluation, diagnosis, and treatment through two-way, real time interactive communication.”  

b) “Telemonitoring: Technologies that target specific disease type (i.e. congestive heart failure) or high 
utilizers of health services, particularly ER services and medication regimen management. 
Technologies are available that measure health indicators of patients in their homes and transmit 
the data to an overseeing Provider. The provider, who might be a physician, nurse, social worker, or 
even a non-clinical staff member, can filter patient questions and report to a clinical team as 
necessary. The goal would be to reduce admission, ER utilization and improve overall health of the 
member.”  

c) “Telementoring: Technologies such as the Project ECHO model to connect community PCPs with 
specialists remotely located to provide consultations, grand rounds, education, and to fully extend 
the range of care available within a community practice. The State is also interested in ways that the 
use of telementoring can attract and retain providers in rural health shortage areas. This could 
include creating learning and joint consultation strategies that may make working in more isolated 
environments or practices more attractive.” 

 
 

It must be highlighted, much of the interim evaluation measurement period overlapped with the COVID-
19 public health emergency (PHE). KanCare 2.0 activities were drastically affected during the onset of 
the PHE (pandemic). Initially, the MCOs were instructed to pause many activities with members and 
providers in order to address the public health emergency. For instance, completion of Health Screening 
Tools (HSTs) were briefly waived. Some changes continued throughout the interim evaluation time 
period. For example: 
�x The State obtained an HCBS waiver amendment from CMS, effective January 27, 2020. This 

amendment remains effective through six months after the end of the public health emergency; the 
end date is yet to be determined.  A couple elements of the amendment that could more directly 
impact this evaluation included  
o   suspending the requirement for an HCBS waiver participant to use at least one service every 30 

days; 
o   allowing telephonic services for case management and monthly monitoring; 
o   allowing an extension for reassessments and reevaluations for up to one year past the due date; 

and, 
o   allowing the option to conduct evaluations, assessments, and person-centered service planning 

meetings virtually/remotely in lieu of face-to-face meetings.    
�x       In March 2020 a State moratorium on member face to face visits was implemented, and the MCOs 

and members needed to re-adjust to telephonic or tele-video visits. The moratorium was lifted in 
April 2021, with judgement allowed related to the particular case or need, while there were some 
continued limitations on in-person group meetings (e.g., wrap-around team meetings) and nursing 



KanCare 2.0 Interim Evaluation 
Evaluation of the State of Kansas Medicaid Section 1115(a) Demonstration – KanCare 2.0 

Reporting Period – January 2019 – September 2022 
 

   
KFMC Health Improvement Partners  Page 4 

home visits. Through at least January 2022, there was variation in the MCOs’ and members’ 
resumption of face-to-face visits, due to continued fluctuations in COVID-19 rates.  

 
Furthermore, the pandemic affected the overall utilization of health care services throughout the state. 
It is not yet known how much the COVID-19 pandemic will influence the impact of the KanCare 2.0 
program overall. It will take more years to assess the impact of the KanCare 2.0 program outside of the 
context of the pandemic. Thus, the results presented here should be interpreted with strong caution. 
 
 

Evaluation Question and Hypothes es 
 

KanCare 2.0 Demonstration Goal  
The goal for KanCare 2.0 is to help Kansans achieve healthier, more independent lives by coordinating 
services and supports for social determinants of health and independence in addition to traditional 
Medicaid benefits.4 
 

KanCare 2.0 Demonstration Hypotheses 
1. Value-based models and purchasing strategies will further integrate services and eliminate the 

current silos between physical health services and behavioral health services, leading to 
improvements in quality, outcomes, and cost-effectiveness.  

2. Increasing employment and independent living supports for members who have disabilities or 
behavioral health conditions, and who are living and working in the community, will increase 
independence and improve health outcomes.  

3. Use of telehealth (e.g., telemedicine, telemonitoring, and telementoring) services will enhance 
access to care for KanCare members living in rural and semi-urban areas. Specifically: 
a. Telemedicine will improve access to services such as speech therapy. 
b. Telemonitoring will help members more easily monitor health indicators such as blood pressure 

or glucose levels, leading to improved outcomes for members who have chronic conditions. 
c. Telementoring can pair rural and semi-urban healthcare providers with remote specialists to 

increase the capacity for treatment of chronic, complex conditions.  
4. Removing payment barriers for services provided in Institutions for Mental Diseases (IMDs) for 

KanCare members will result in improved beneficiary access to substance use disorder (SUD) 
treatment services.  
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As described in the KanCare 2.0 Evaluation Design document (Attachment A), the logic model for the 
demonstration is as follows: 
 

 
 

Figure 1. Logic Model for KanCare 2.0 Demonstration 

 
KanCare 2.0 Demonstration Evaluation Questions 
As the focus of the evaluation is to examine whether the KanCare 2.0 Demonstration achieved its 
objectives, the following evaluation questions were developed in alignment with the demonstration’s 
goal and four hypotheses (Tables 1 and 2). Table 1 describes two evaluation questions related to the 
KanCare 2.0 service coordination and OCK program strategies. The first examines the effectiveness of 
the Service Coordination Strategy that was designed to enhance the quality of care and health 
outcomes, as well as reduce costs of care. The second question evaluates the effectiveness of the 
OneCare Kansas program.  
 

Table 1. Evaluation Questions for Examination of Overall Care Coordination Among KanCare 2.0 
Demonstration Members 
1) Did the Service Coordination Strategy of integrating physical and behavioral health services provided to KanCare 

members improve quality of care, health and cost outcomes? 
2) Did the OneCare Kansas program that implements comprehensive and intense method of care coordination improve 

the quality of care, health and cost outcomes? 
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Table 2 describes evaluation questions related to four hypotheses of the KanCare 2.0 demonstration. 
 

Table 2. Evaluation Questions for Examination of the KanCare 2.0 Demonstration Hypotheses 
KanCare 2.0 Hypotheses Evaluation Questions 
Hypothesis 1:  
Value-based models and purchasing strategies will further 
integrate services and eliminate the current silos between 
physical health services and behavioral health services, 
leading to improvements in quality, outcomes, and cost-
effectiveness. 

1) Did the Value-Based Provider Incentive Program 
increase integration and reduce silos between physical 
and behavioral health services provided to KanCare 
members? 

2) Did the Value-Based Provider Incentive Program for 
integration between physical and behavioral health 
services improve quality of care, health, and cost 
outcomes? 

Hypothesis 2:  
Increasing employment and independent living supports for 
members who have disabilities or behavioral health 
conditions, and who are living and working in the 
community, will increase independence and improve health 
outcomes. 

1) Did provision of supports for employment and 
independent living to the KanCare 2.0 members with 
disabilities and behavioral health conditions who are 
living in the community improve their independence 
and health outcomes? 

Hypothesis 3:  
The use of telehealth (e.g., telemedicine, telemonitoring, 
and telementoring) services will enhance access to care for 
KanCare members living in rural and semi-urban areas. 
Specifically:  
a. Telemedicine will improve access to services such as 

speech therapy.  
b. Telemonitoring will help members more easily monitor 

health indicators such as blood pressure or glucose levels, 
leading to improved outcomes for members who have 
chronic conditions.  

c. Telementoring can pair rural and semiurban healthcare 
providers with remote specialists to increase the capacity 
for treatment of chronic, complex conditions. a. 
Telemedicine will improve access to services such as 
speech therapy.  

1) Did use of telemedicine services increase over the five-
year period for KanCare members living in rural or 
semi-urban areas? 

2) Did use of the tele-monitoring services increase over 
the five-year period for KanCare members with chronic 
conditions living in rural or semi-urban areas? 

3) Evaluation question related to telementoring: Data 
sources for describing the baseline and five-year status 
of the use of telementoring to pair rural and semi-
urban healthcare providers with remote specialists are 
currently not known; therefore, the related evaluation 
question and design will be developed later. 

4) Did use of telemedicine increase access to services over 
the five-year period for KanCare members living in rural 
or semi-urban areas? 

Hypothesis 4:  
Removing payment barriers for services provided in 
Institutions for Mental Diseases (IMDs) for KanCare 
members will result in improved beneficiary access to 
substance use disorder (SUD) treatment services. 

1) Did removing payment barriers for services provided in 
IMDs for KanCare members improve members’ access 
to substance use disorder (SUD) treatment services. 
(As per CMS guidance, evaluation of Hypothesis 4 was 
conducted as a part of the SUD Demonstration 
Evaluation).5,6 

 
 

Methodology  
 
The evaluation methodology presented in the KanCare 2.0 Evaluation Design (Attachment A) was 
designed to meet the standards of scientific rigor that will assist in obtaining statistically valid and 
reliable evaluation results. Where possible, measures were developed according to recognized 
measures from sources such as Adult Core Set8 and Healthcare Effectiveness Data and Information Set® 
(HEDIS),9 which is stewarded by the National Committee for Quality Assurance (NCQA) and endorsed by 
the National Quality Forum (NQF). 
 
The detailed methodologies for the interim evaluation of the KanCare 2.0 Service Coordination Strategy, 
the OneCare Kansas program, and three KanCare 2.0 hypotheses are described in this section. As per a 
CMS recommendation, the evaluation of Hypothesis 4 was included as a part of the SUD Evaluation 
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Design.10 The interim evaluation methodology for the KanCare 2.0 Hypothesis 4 is described in a 
separate interim evaluation report for the KanCare 2.0 Section 1115 SUD Demonstration. 
 
a. Methodology for the Evaluation of KanCare 2.0 Service Coordination Strategy  
The KanCare 2.0 Service Coordination Strategy incorporates health risk assessments (HRA), needs 
assessments, and the development and implementation of person-centered service plans (PCSP) among 
KanCare 2.0 members who meet HRA thresholds based on health screening tool (HST) scores.  
 
As described in the KanCare 2.0 Evaluation Design (Attachment A), the interim evaluation of KanCare 2.0 
Service Coordination Strategy is comprised of a quantitative component.  
 
Evaluation Design: 
The KanCare 2.0 Evaluation Design was created before the onset of the COVID-19 pandemic and public 
health emergency. Consequently, an alternate approach was taken for the interim evaluation of the 
KanCare 2.0 Service Coordination Strategy. Relative improvements in measurement rates from a pre-
KanCare 2.0 baseline period (2016–2018) to a KanCare 2.0 remeasurement period (2019–2021) were 
compared. Under the assumption that the pandemic and other external influences would equally impact 
rates for intervention and comparison groups, better relative improvements for the intervention group 
than for the comparison group would support the assertion that the service coordination strategy was 
effective. However, the previously noted changes that were implemented to address the COVID-19 
pandemic substantially impacted service coordination. The KanCare 2.0 Service Coordination Strategy 
could not be fully administered, as designed, during the pandemic. This impacted most of the of the 
evaluation remeasurement period. While data is provided for the service coordination evaluation 
measures, conclusions regarding the effectiveness of the strategy are not possible at this time.  
 
The comparative interrupted time series (CITS) evaluation design proposed in the KanCare 2.0 
Evaluation Design (Attachment A) was not performed for the interim evaluation because the number of 
data points available for the analysis was insufficient. The CITS analysis will be performed for the 
summative evaluation to compare the selected performance outcomes in intervention and comparison 
groups from 2016 through 2023 (Pre-Intervention Period: 2016–2018; and Post-Intervention Period: 
2019–2023). 
 
Instead of reporting utilization rates used for evaluation of the service coordination strategy using units 
“per 1,000 member-months,” these rate are reported as “per 1,200 member-months” for easier 
interpretation. For example, “141.5 claims per 1,200 member-months” is equivalent to “on average, 
there were 141.5 claims per year for every 100 members.”  
 
Target and Comparison Populations:  
Target Population: The target population for the interim evaluation of KanCare 2.0 Service Coordination 
Strategy was comprised of 
�x Members who had an HST total score of 23 or higher or had an HRA threshold score for any of the 

four sections of the HST, 
�x Members who had an HST total score from 18 to 22 and did not meet any other HRA threshold, and 
�x Members who received an HRA.  
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The HRA thresholds are as follows: 
�x A total HST �^���}�Œ�����H���î�ï 
�x Within the four sections of the HST (even if the total score was less than 23) – 

o �,�����o�š�Z���^�š���š�µ�•���^�����š�]�}�v���^���}�Œ�����H���õ�� 
o �,�����o�š�Z�����}�v���]�š�]�}�v�•���^�����š�]�}�v���^���}�Œ�����H���ñ�� 
o �,�����o�š�Z���>�]�(���•�š�Ç�o�����^�����š�]�}�v���^���}�Œ�����H���ò�� 
o �,�}�u���l�����u�‰�o�}�Ç�u���v�š���^�����š�]�}�v���^���}�Œ�����H���ð 

�x An activated automatic trigger of HST 
 
The following members were excluded from the target population: 
�x Members who did not receive an HST and did not receive an HRA. 
�x Members with a total HST score less than 18 without meeting a section threshold and who did not 

receive an HRA. 
�x Members participating in OneCare Kansas program. 
 
Comparison Populations: Comparison populations were comprised of an Intervention Group, 
Comparison Group 1, and Comparison Group 2. 
�x Intervention Group: Members who had an HRA and PCSP during 2019 to 2021  
�x Comparison Group 1: Intervention Group members from 2016 to 2018 (pre-intervention period). 
�x Comparison Group 2: This group included the following KanCare 2.0 members: 

o Members who had an HST that met an HRA threshold and received traditional care (i.e., did not 
receive a PCSP). 

o Members who had an HST total score from 18 to 22 and did not meet an HRA threshold and 
received traditional care. 
 

Note: Intervention and comparison groups exclude members enrolled in OCK during 2020 or 2021. 
Members with an HST and HRA who did not meet sectional or total score thresholds are assumed to 
have met the trigger and will be in the intervention group if not receiving a PCSP. Members with an HRA 
but no HST and no PCSP are not in either the control or intervention group. 
 
Evaluation Period: 
Data were collected from January 1, 2019 – December 31, 2021. 
 
Evaluation Measures: 
The following outcome measures were assessed to examine the evaluation question:  
�x Adults’ Access to Preventive/Ambulatory Health Services (HEDIS)  
�x Annual Dental Visit (HEDIS)  
�x Adolescent Well-Care Visits (HEDIS)  
�x ED visits, observation stays, or inpatient admissions for the following conditions (Administrative):  

o Diabetic Ketoacidosis/Hyperglycemia,  
o Acute severe asthma,  
o Hypertensive crisis,  
o Fall injuries,  
o SUD, or  
o Mental health issues  

�x Outpatient or professional claims for the following conditions (Administrative):  
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o Diabetic retinopathy, or  
o Influenza,  
o Pneumonia, or  
o Shingles  

�x Emergency department visits overall (Administrative)  
 
Data Sources: 
Data for the interim evaluation of KanCare 2.0 Service Coordination Strategy were obtained from the 
following sources: 
�x Data files containing member-level HRA, Needs Assessment, and PCSP data abstracted from each 

MCO’s data system 
�x The encounter, demographic, eligibility, and enrollment records from the State’s Medicaid 

Management Information System (MMIS) reporting warehouse 
�x Files containing member-level HEDIS data for selected measures, 2019 and 2020  
 
Analytic Methods: 
The following analytical steps were applied to examine the outcome measures for the evaluation of the 
KanCare 2.0 Service Coordination Strategy: 
1) Each MCO submitted data files containing member-level HRA, Needs Assessment, and PCSP data.  
2) Member-level HRA, Needs Assessment, and PCSP data abstracted from the MCOs data files were 

reviewed for missing values, inconsistent patterns, and outliers. 
3) KanCare 2.0 members constituting the target and comparison populations (intervention and 

comparison groups) were identified from member-level HRA, Needs Assessment, and PCSP data 
abstracted from the MCOs’ data files. 

4) Demographic characteristics of the members in the intervention and comparison groups were 
examined for homogeneity. 

5) MMIS encounter records related to the outcome measures for the intervention and comparison 
groups were reviewed for missing values, inconsistent patterns, and outliers. 

6) Outcome measures rates were calculated. 
7) For HEDIS measures, measurement year (MY) 2019–2020 rates calculated by KFMC were compared 

to rates calculated from member-level data submitted by the MCOs.  
8) Testing for statistically significant differences in rates between baseline (2016 to 2018) and 

remeasurement (2019 to 2021) periods was conducted for Intervention Group and Comparison 
Group 2.  

9) Relative improvement from baseline to remeasurement was calculated for the Intervention Group 
and Comparison Group 2. A statistical test for equality of relative improvements was conducted with 
p less than 0.05 indicating statistical significance. 

 
Because member-level HEDIS data were not available for measurement years 2016 through 2021, HEDIS 
rates were calculated from encounter data. If technical specifications changed between measurement 
years that required a break in trending, then the more current version of the specifications were applied 
to the earlier measurement years to allow trending. Rates calculated from encounter records are not to 
be considered HEDIS Health Plan rates; calculation of HEDIS rates by the MCOs incorporates 
supplemental data not available through encounters, such as data extracted from medical records and 
claims from other lines of business. HEDIS rates calculated from encounter data are Uncertified, 
Unaudited HEDIS rates. In addition to the three HEDIS rates listed above, 2016–2021 rates were 
calculated for Prenatal and Postpartum Care (PPC), Initiation and Engagement of Alcohol and Other Drug 
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Abuse or Dependence Treatment (IET), and Follow-Up After Hospitalization for Mental Illness (FUH). PPC 
and FUH rates were not included in the evaluation of the Service Coordination Strategy due to low 
numerator or denominator counts for the Intervention Group; IET rates were excluded due to poor 
comparisons to rates calculated from MCO member-level detail records. 
 
Emergency department (ED) visits, observation stays, inpatient admissions, and outpatient claims were 
identified for the utilization measures using HEDIS value sets: ED, Observation Stay, Inpatient Stay, and 
Outpatient. The alcohol or other drug (AOD) Abuse and Dependence value set, and the Mental Illness 
value set were used to identify diagnosis of SUD and mental health issues. Other diagnoses specified for 
the utilization measures were identified by the International Classification of Diseases, Tenth Revision, 
Clinical Modification (ICD-10-CM) diagnosis category codes: E08–E12 (diabetic 
ketoacidosis/hyperglycemia), J45 (acute severe asthma), I16 (hypertensive crisis), W00–W19 (fall 
injuries), E10 (diabetic retinopathy), J09–J11 (influenza), J12–J18 (pneumonia), and B02 (shingles). 
Encounters were deduplicated to one claim per member, per billing provider national provider identifier 
(NPI), per last date of service. 
 
Testing for statistically significant differences between two HEDIS rates was conducted using Pearson’s 
chi-square tests. Testing for differences in service utilization rates, which have Poisson distribution, used 
a large-sample z-test.11  
 
Reduction in the failure rate (RFR) was used for relative improvement. RFR is the amount of 
improvement relative to the amount of potential improvement. The formula is: 

RFR = (Remeasurement Rate minus Initial Rate)/(Goal minus Initial Rate). 

For HEDIS rates with a rate increase as an improvement, the goal was set to 100%. The goal was set to 0 
for the service utilization rate because the aim of service coordination was to reduce the number of 
emergency department visits and visits for the selected diagnosis at other care settings. When the goal 
is 0, the RFR is equal to the relative decrease in rates. 
 
The tests for equality of relative improvement between the Intervention Group and Comparison 
Group 2 followed these steps: 
1. Comparison Group 2’s RFR was calculated. 
2. The rate the Intervention Group would have had for 2019–2020 if the RFR from the group’s 2016–

2018 to the projected rate equaled Comparison Group 2’s RFR (a.k.a., the projected rate) was 
calculated. The denominator of the projected rate was set equal to the denominator of 2016–2018 
rate for the Intervention Group. 

3. The statistical significance of the difference between the projected rate and the 2019–2021 rate for 
the Intervention Group was tested using either Pearson’s chi-square test or the small sample z-test, 
depending on the type of measure. 

 
b. Methodology for the Evaluation of OneCare Kansas Program 
The OneCare Kansas (OCK) program started April 1, 2020. As described in the KanCare 2.0 Evaluation 
Design (Attachment A), the interim evaluation of the OCK program is comprised of quantitative and 
qualitative components.  
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Quantitative Evaluation 
Evaluation Design: 
The KanCare 2.0 Evaluation Design was created before the onset of the COVID 19 pandemic. 
Consequently, an alternate approach was taken for the interim evaluation of the OneCare Kansas 
Program. Relative improvements in measurement rates from a pre-KanCare 2.0 baseline period (2016–
2019) to a KanCare 2.0 remeasurement period (2020–2021) were compared. Under the assumption that 
the pandemic and other external influences would equally impact rates for intervention and comparison 
groups, better relative improvements for the intervention group than for the comparison group would 
support the assertion that the program was effective. However, as previously noted, COVID-19 
substantially impacted service coordination. While data is provided for the OCK evaluation measures, 
strong caution must be applied in making conclusions regarding the effectiveness of the strategy.  
 
For the evaluation of OCK, a comparative interrupted time series (CITS) evaluation design was proposed 
in the KanCare 2.0 Evaluation Design (Attachment A) to compare the selected performance outcomes in 
intervention and comparison groups over the period of 2016 through 2023 (Pre-Intervention Period: 
2016–2019; and Post-Intervention Period: 2020–2023). The CITS analysis was not performed for the 
interim evaluation because the number of data points available for the analysis was insufficient.  
 
The KanCare 2.0 Evaluation Design indicated utilization rates used for evaluation of the OCK program 
would be reported “per 1,000 member-months.” However, they are reported as “1,200 member-
months” for easier interpretation. For example, “141.5 claims per 1,200 member-months” is equivalent 
to “on average, there were 141.5 claims per year for every 100 members.”  
 
Target and Comparison Populations: 
Target Population: The target population for the interim evaluation of OCK was comprised of KanCare 
2.0 members eligible for participation in OCK. 
�x Members having one of the following diagnoses for Severe Mental Illness (SMI): 

o Bipolar disorders 
o Schizophrenia 
o Major depressive disorders 

�x Members with chronic physical conditions identified as members with asthma and one “at risk” 
diagnosis listed below. 
o Substance use disorders 

�ƒ Alcohol related disorders 
�ƒ Opioid related disorders 
�ƒ Cannabis related disorders 
�ƒ Sedative, hypnotic or anxiolytic related disorders 
�ƒ Cocaine related disorders 
�ƒ Amphetamine or other stimulant related disorders 
�ƒ Hallucinogen related disorders 
�ƒ Inhalant related disorders 
�ƒ Other psychoactive substance related disorders 

o Mental illness disorders 
�ƒ Schizophrenia (excluding paranoid schizophrenia codes) 
�ƒ Schizotypal disorder 
�ƒ Delusional disorders 
�ƒ Shared psychotic disorder 
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�ƒ Schizoaffective disorders 
�ƒ Psychosis 
�ƒ Manic episode 
�ƒ Bipolar disorder (excluding severe bipolar disorder codes) 
�ƒ Major depression, recurrent 
�ƒ Persistent mood (affective) disorders 
�ƒ Unspecified mood (affective) disorder 
�ƒ Other anxiety disorders 
�ƒ OCD (obsessive compulsive disorder) 
�ƒ Reaction to severe stress, and adjustment disorders 
�ƒ Dissociative and conversion disorders 
�ƒ Somatoform disorders 
�ƒ Other nonpsychotic mental disorders 
�ƒ Eating disorders 
�ƒ Specific personality disorders 
�ƒ Impulse disorders 
�ƒ Attention-deficit hyperactivity disorders 
�ƒ Conduct disorders 
�ƒ Emotional disorders with onset specific to childhood 
�ƒ Disorders of social functioning with onset specific to childhood and adolescence 
�ƒ Tic disorder 
�ƒ Other behavioral and emotional disorders with onset usually occurring in childhood and 

adolescence 
�ƒ Mental disorder, not otherwise specified 

o Chronic Physical Conditions 
�ƒ Type 1 diabetes mellitus 
�ƒ Type 2 diabetes mellitus 
�ƒ Morbid (severe) obesity due to excess calories 
�ƒ Metabolic syndrome 
�ƒ Essential (primary) hypertension 
�ƒ Hypertensive heart disease 
�ƒ Hypertensive chronic kidney disease 
�ƒ Hypertensive heart and chronic kidney disease 
�ƒ Secondary hypertension 
�ƒ Chronic ischemic heart disease 
�ƒ Pulmonary heart disease, unspecified 
�ƒ Chronic lower respiratory diseases 
�ƒ Chronic kidney disease (Stage 1–3) 
�ƒ Kidney failure 
�ƒ Tobacco use or nicotine dependence 
�ƒ Contact with and (suspected) exposure to environmental tobacco smoke (acute or chronic) 

 

KanCare 2.0 members who are in nursing facilities, Title XXI (CHIP), or hospice were excluded from the 
target population. 
 



KanCare 2.0 Interim Evaluation 
Evaluation of the State of Kansas Medicaid Section 1115(a) Demonstration – KanCare 2.0 

Reporting Period – January 2019 – September 2022 
 

   
KFMC Health Improvement Partners  Page 13 

Comparison Populations: Comparison populations were comprised of an intervention group and two 
comparison groups. 
�x Intervention Group – KanCare 2.0 members eligible for participation in OCK who were enrolled in 

the program for at least 3 months of the measurement year (2020 and 2021). 
�x Comparison Group 1 – Members of Intervention Group with their outcome data abstracted for the 

pre-intervention period (2016–2019).  
�x Comparison Group 2 – KanCare 2.0 members who met eligibility criteria for participation in OCK 

based on MMIS encounter data but did not enter into OCK and received traditional care (2020–
2021) 

 
Evaluation Period: 
Data were collected from April 1, 2020 – December 31, 2021. 
 
Evaluation Measures: 
The following outcome measures were assessed to examine the evaluation question:  
�x Annual Dental Visit (HEDIS)  
�x Adults’ Access to Preventive/ Ambulatory Health Services (HEDIS)  
�x Adolescent Well-Care Visits (HEDIS)  
�x ED visits, observation stays, or inpatient admissions for following conditions (Administrative):  

o Diabetic Ketoacidosis/ Hyperglycemia,  
o Acute severe asthma,  
o Hypertensive crisis,  
o Fall injuries,  
o SUD, or  
o Mental health issues  

�x Outpatient or professional claims for following conditions (Administrative):  
o Diabetic retinopathy,  
o Influenza,  
o Pneumonia, or  
o Shingles  

�x Emergency department visits overall (Administrative)  
 
Data Sources: 
Data for interim evaluation of OCK were obtained from the following data sources: 
�x Data files containing member-level OCK eligibility data abstracted from each MCO’s data system. 
�x Data files containing member-level OCK participation data abstracted from OCK’s data system. 
�x Encounter, demographic, eligibility, and enrollment records from the State’s Medicaid Management 

Information System (MMIS) reporting warehouse.  
 
Analytic Methods: 
The following analytical steps were applied to examine the outcome measures for the evaluation: 
1) Each MCO submitted data files containing member-level OCK eligibility data. 
2) Member-level OCK eligibility data abstracted from the MCOs data files and MMIS were reviewed for 

missing values, inconsistent patterns, and outliers. 
3) KanCare 2.0 members constituting the target and comparison populations (intervention and 

comparison groups) were identified from member-level OCK eligibility and enrollment data 
abstracted from the MCOs’ data files, OCK program data system files, and MMIS data files. 
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4) Demographic characteristics of the members in the intervention and comparison groups were 
examined for homogeneity. 

5) MMIS encounter records related to the outcome measures for the intervention and comparison 
groups were reviewed for missing values, inconsistent patterns, and outliers. 

6) Outcome measures rates were calculated. 
7) Testing for statistically significant differences between 2020 and 2021 rates was conducted using a 

weighted Pearson chi-square test with p less than 0.05 indicating statistical significance. In addition, 
a chi-square test for equality of relative improvement of the intervention and comparison groups 
was conducted with p less than 0.05 indicating statistical significance. 

 
Qualitative Evaluation 
Evaluation Design: 
Information from OCK Learning Collaborative meetings conducted from April 2020 through March 2022 
was abstracted from summary reports for the qualitative evaluation of the OCK program. As described in 
these reports, meetings were attended by KDHE, MCOs, state organizations, provider network, and 
contracted OCK partners (OCKPs). These meetings were focused on identifying and addressing evolving 
learning needs, which allowed for continual quality improvement of the OCK program. In June 2021, the 
Wichita State University Community Engagement Institute (WSU CEI) launched a brief online survey of 
OCKPs on behalf of KDHE. This survey was intended to obtain a point-in-time impression of program 
success in achieving its goal from the perspective of contracted OCKPs. In July 2021, KDHE conducted six 
regional virtual meetings with OCK partners. In addition, the information regarding challenges 
encountered by providers in staffing their programs, and strategies used to address those challenges, 
was collected using a virtual polling platform during the March 22, 2022, OneCare Kansas Learning 
Collaborative session.  
 
The qualitative information was abstracted as written in WSU CEI’s Learning Collaborative meeting 
summaries, survey report, and six regional virtual meeting summaries. The information was reviewed 
for key themes as summarized in Appendix A, Tables A1–A8. These key themes are described in the 
Results section (Tables 5–11).  
 
The qualitative evaluation focused on six items: 
�x Learning needs identified and discussed by OneCare Kansas Learning Collaborative participants 
�x Factors that facilitated the implementation of the OneCare Kansas program to achieve its goals 
�x Barriers/challenges seen in the implementation of the OneCare Kansas program 
�x Observations related to the OneCare Kansas program success in achieving its goals 
�x Assistance needed by OCK partners from the OCK Partners’ Network and the State/MCO 

Implementation Team to assure quality services 
�x Recommendations and potential next steps for the OneCare Kansas program  
 
c. Methodology for the Evaluation of Hypothesis 1 – MCOs’ Value-Based Provider 

Incentive Programs  
As per the State’s guidance and approval, each MCO designed a value-based provider incentive program 
(VBP) to address KanCare 2.0 Hypothesis 1. These VBPs will be evaluated to examine two questions 
included in the KanCare 2.0 Evaluation Design (Attachment A) by applying quantitative and qualitative 
evaluation methods (Table 2). 
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The three MCOs are in the process of initiating their VBPs. Aetna’s project is in the early stages of 
development, whereas Sunflower and UnitedHealthcare have recently started implementing their 
projects. Therefore, data are not currently available, and an interim evaluation of Hypothesis 1 was not 
conducted. At the end of 2023, data for at least two years will be available and examined as a part of the 
summative evaluation of KanCare 2.0. The MCOs’ VBPs are described below. 
 

Aetna VBP – CARE and CARE+ Programs with Community Mental Health Centers  
Proposed Launch Date of the Program: 
This project was targeted to launch in the first quarter of 2022. 
 
Program Details: 
Aetna provided the following details of the CARE and CARE+ programs with Community Mental Health 
Centers (CMHCs) program. 
 
“The CARE and CARE+ programs are a tiered pay-for-quality project designed to create integrated health 
care, bridging the gap between mental and physical health care for people diagnosed with mental illness 
(MI) or severe emotional disturbance (SED). A core assumption of the project is that people served within 
the public mental health system frequently experience silos within that system – a tendency to approach 
the person’s health through a psychiatric lens, and difficulty accessing physical health resources. Our 
project leverages the ability of CMHC providers to influence the course of care for those they serve, 
incentivizing specific outcomes and activities that we believe will result in overall improvements to 
quality of life and better health outcomes. We are approaching all CMHCs as potential participants. In 
addition, six CMHCs well-positioned to provide supportive housing and employment services will be 
approached for participation in the CARE+ program, which provides a second suite of measures and 
incentives targeted toward housing and employment.  
 
Number of providers participating in the CMHC project: We are approaching each of Kansas’ community 
mental health centers as potential participants. As these discussions are ongoing, the final count is not 
yet determined. 
 
There are two tiers of outcomes for this program. Outcomes are measured based on the total number of 
Aetna members served at each participating provider. The basic CARE program will measure: 
�x Provider follow-up after emergency department usage 
�x Provider follow-up after inpatient admission/discharge 
�x Usage of the Aetna Better Health of Kansas crisis notification system 
�x Usage of SBIRT screens for potential substance/addiction needs 
�x Provision of tobacco cessation services 
�x Diabetes Screening for people with Schizophrenia, Schizoaffective Disorder or Bipolar Disorder who 

are using antipsychotic medications 
�x Increase in number of members receiving peer support services (H0038, H0038-HQ). 
�x Use of Z-codes from a provided list, targeted toward social determinants of health, including but not 

limited to: 
o Homelessness 
o Inadequate housing 
o Food/Water insecurity 
o Unemployment 
o Tobacco Use 
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In addition to the above, The CARE+ program will measure: 
�x Utilization of Operation: Community Integration (OCI) supported housing services 
�x Housing status change  
�x Employment status change  
 
VBP Data Availability for Hypothesis 1 Evaluation: Aetna will be able to provide data needed for the 
evaluation to KFMC for at least two years. Provider data will be submitted at the onset of each CMHC 
agreement. Member data will be provided on an ongoing basis throughout the life of the program, with 
a 180-day delay to account for claims submission and processing.” 
 
Sunflower Health Plan VBP – Behavioral Health Project 
Proposed Launch Date of the Project: 
VBP Start Date: October 1, 2021 
 
Project Details: 
Sunflower provided the following details regarding the Behavioral Health Project. 
 
“Sunflower Health Plan is just entering into a contract with Wheat State IPA to administer a Value Based 
Program with all 26 CMHCs (all currently contracted with Sunflower Health Plan). This is the first 
Behavioral Health VBP of its kind for Sunflower Health Plan but is rolling out to all Centene plans and live 
in CA as of April. This VBP is an all upside pay for performance contract for our CMHC providers who 
support our members on Medicaid. This program will encompass members who qualify for the VBP in the 
Children’s Health Insurance Program; on Autism Waiver, foster care, intellectual or developmental 
disability waiver, severe emotional disturbance waiver, Supplemental Security Income (SSI Non-Dual), 
and Temporary Assistance for Needy Families. This model focuses on three main objectives aligned with 
provider incentives:  
�x Engage moderate to high risk behavioral health members in appropriate levels of outpatient and 

community based treatment 
�x Measurement of member-reported improvement and outcomes 
�x Appropriate maintenance of members in the community 
 
Participating provider type: Clinic/Center: Mental Health (Including Community Mental Health Center) 
 
Number of Providers: All TIN level providers (CMHCs) 26 have been invited to participate. One CMHC 
decided not to participate. They serve children. 
 
Type of Medicaid Members Population:  
�x We utilize machine-learned predictive modeling algorithms, to stratify members’ risk for behavioral 

health issues, inpatient admissions, and emergency room admissions. 
�x For our VBC, we are focusing on members with moderate to high BH risk:  

o From this population, the goal of the model is to engage members who receiving OP BH 
treatment (which inherently means they are using a lot of higher levels of BH treatment) 

 
Number of Medicaid Members: Our starting membership level is 4,500 Medicaid members but this 
potentially change month over month with new members and existing members who might enter into 
the stratification guidelines based on needs. We continuously stratify all members BH risk, regardless of 
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provider. All age groups are included. We utilize Optum Impact Pro software to stratify members by BH 
risk, emergency room risk, and inpatient admission risk. The algorithms are proprietary to the software.  
 
Outcomes and the Measures that will be assessed by Sunflower: The measures we will be monitoring and 
paying incentives on are by stratified risk levels for the following: 
�x Treatment Initiation  
�x Speed to Care 
�x Member engagement in services  
�x Conducting baseline assessments  
�x Improvement in assessment scores 
�x Maintenance assessments 
�x Reduction of Emergency Room and Inpatient Utilization 
�x Outpatient follow-up from IP stay (timeliness to services) 
 
Our baseline measures for this program are utilization on ED/IP/OP/RX for current “non-engaged” 
members. Members in the catchment area of the CMHC who do not currently utilize their services or the 
services of other Behavioral Health professionals. We are also using predictive modeling algorithms for 
identification of moderate/high risk members, even if they don’t yet have significant higher level of care 
utilization. “Non-engaged” is the member in risk group 1 to 5 who has not received more than three 
behavioral health care visits within the six-month period prior to being seen by the VBC provider. we 
continuously re-calculated every member status at time of their first visit with the VBC provider to 
determine if that member is eligible for the program.  
 
The Wheat State IPA will monitor the data by CMHC, pay out the incentives based upon the agreed upon 
outcomes and coach/train during the initiation of the program as well as throughout the program 
implementation. For any participating CMHC who is struggling, the IPA will utilize behavioral health best 
practices and best practices of successful providers in the network to assist with their growth and 
ultimate success.  
 
Number of providers are participating in the CMHC project: We are approaching each of Kansas’ 
community mental health centers as potential participants. As these discussions are ongoing, the final 
count is not yet determined.” 
 
UnitedHealthcare VBP – Pediatric Care Network Project 
Project Details: 
UnitedHealthcare provided the following details regarding their Pediatric Care Network Project. 
 
“UnitedHealthcare Community Plan of Kansas has contracted with the Pediatric Care Network (PCN) in a 
value-based arrangement which incentivizes the PCN network to care for all aspects of our members, 
their patients, needs. We annually review specific quality metrics and pay for performance measures that 
if PCN achieves the target, they can earn extra dollars above a normal fee-for-service arrangement.  
 
We propose in 2021, this arrangement include an incentive to meet and exceed PCN’s previous year’s 
attainment of the Follow-up Care for Children Prescribed ADHD Medication (ADD) measure. This 
proposal was based on feedback from State staff and KFMC staff in response to a previous proposal.  
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Since we do not finalize our annual contract with PCN until after the mid-year rates are completed, it is 
still timely for us to add this incentive to our PCN contract for CY 2021.  
 

UHC proposes to address Hypothesis 1 by augmenting our value-based agreement with PCN to include 
meeting and improving their 2020 performance in the ADD HEDIS measure. This will incentivize PCN to 
meet the requirements of the ADD HEDIS measure which include 1 follow up visit with a practitioner with 
prescribing authority within 30 days of their first prescription (Initiation phase), and at least two follow-
up visits with a practitioner in the 9 months after the Initiation Phase (Continuation and Maintenance 
Phase). 
 
This intervention is more about the members included and the way they are managed and identified 
than the providers that are providing the service. Members are identified based on their rate cell and 
geographic location. Providers are included because they are part of the UHC network and serve 
members in this population. Outcomes will be determined based on the results of specific HEDIS 
measures.  
 
The individuals in the intervention group and the comparison group are the same individuals, the time 
period is what provides the comparison point. This pre-post research design which will measure the 
effect of the intervention, i.e., the ADD HEDIS measure being added to the value-based contract. Per the 
UHC proposal, HEDIS measure ADD was added to the PCN contract effective 01/01/2021 so the period 
before the intervention is the pre period and the period after the intervention will be the post period.  
 
UHC can provide the requested data points. Any of provider data will be based on the date the provider 
joined the UHC network.”  
 
d. Methodology for the Evaluation of Hypothesis 2 – Employment and Independent 

Living Supports for KanCare 2.0 Members with Disabilities 
Outcome measures data for the evaluation of Hypothesis 2 were not collected by two MCOs as a part of 
their HRA tool. In 2021, the State and MCOs decided to revise the Health Screening Tool (HST) to include 
the questions required for data collection of the Hypothesis 2 evaluation measures. The HST was then 
incorporated by each MCO into their health assessment processes, and each of the MCOs started using 
this standardized HST for all members in 2022 (Sunflower Health Plan started in January 2022, 
UnitedHealthcare started in March 2022, and Aetna started in May 2022). As the standardized HST was 
not fully implemented until May 2022, data for Hypothesis 2 outcome measures are not currently 
available. The evaluation of Hypothesis 2 will be conducted as a part of the summative evaluation of 
KanCare 2.0.  
 
e. Methodology for the Evaluation of Hypothesis 3 – Use of Telehealth Services 
As described in the KanCare 2.0 Evaluation Design (Attachment A), the interim evaluation of Hypothesis 
3 has quantitative and qualitative components.  
 
Quantitative Evaluation 
Evaluation Design: 
The non-experimental One-Group Pretest–Posttest Design method was used to examine the evaluation 
questions of two components of Hypothesis 3, use of telemedicine services and use of telemonitoring 
services. The cross-year comparisons of the outcome measures among the Non-Urban members (living 
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in rural or semi-urban areas) who received telehealth were examined across 2019, 2020 and 2021. In 
addition, trend analysis over the three-year period (2019 through 2021) and comparisons to measures 
of Urban members were conducted.  
 
Target and Comparison Populations: 
�x Target Population: KanCare 2.0 members living in the Non-Urban areas (rural or semi-urban areas) 

constituted the target population.  
�x Intervention Group: The members who received telehealth strategies (telemedicine and 

telemonitoring strategies) constituted the Intervention Group. 
�x Comparison Population: KanCare 2.0 members living in the Urban area was the comparison group 

for some measures.  
  
Evaluation Period: 
Data were collected from January 1, 2018 – December 31, 2021. 
 
Evaluation Measures: 
Since the evaluation measures are focused on the use of telehealth services among KanCare members 
living in the rural or semi-urban areas, data were examined in two geographic areas, Non-Urban and 
Urban. KDHE’s grouping of counties into frontier, rural, densely rural, semi-urban and urban population 
density groups was used in defining the areas.12 The Urban area contains the urban counties, as defined 
by KDHE: Douglas, Johnson, Leavenworth, Sedgwick, Shawnee, and Wyandotte counties. The Non-Urban 
area contained the frontier, rural, densely rural, and semi-urban counties. 
 
The following outcome measures were assessed to examine the evaluation questions:  
 
Telemedicine  
�x Percentage of telemedicine services received by members living in the rural or semi-urban areas. 

Subgroup analyses by age, primary diagnosis type, and primary diagnosis classification strata of 
diagnosis types.  

�x Number and percentage of receiving sites for telemedicine services (in the rural and semi-urban 
areas. Subgroup analyses by age. 

�x Number and percentage of members living in the rural or semi-urban areas who received 
telemedicine services. Subgroup analyses by age.  

�x Number of paid claims with selected procedure codes, stratified by area, mode of delivery, provider 
specialty, and selected diagnosis categories. 

�x Number of members with selected diagnosis (e.g., speech-language pathology) per 1,000 members, 
stratified by area. 

 
The age strata used in analyzing the first three measures were 0–17 years, 18–45 years, and 46 years 
and older at the time of service received. These strata were selected to ensure adequate representation 
within each stratum. Also, the chronic diseases that can benefit from telemedicine services are more 
prevalent among 46 years and older adults.13 In addition to age strata, counts by primary diagnosis were 
stratified by ICD-10-CM chapters and blocks, and strata with the highest counts are reported. 
 
The stratified results for the two measures addressing fourth evaluation question (Did use of  
telemedicine increase access to services over the five-year period for KanCare members living in rural or 
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semi-urban areas?) were combined to form eight additional measures: 
�x Percentage of KanCare Members Receiving Speech Therapy Who Had a Diagnosis in Category F80 
�x Percentage of KanCare Members with Diagnosis in Category F80 Who Received Speech Therapy 
�x Percentage of KanCare Members Receiving Individual Psychotherapy Who Had an Indicating 

Diagnosis (categories F34, F40, F43, F60, F91, and F93) 
�x Percentage of KanCare Members with an Indicating Diagnosis Who Received Individual 

Psychotherapy 
�x Percentage of KanCare Members Receiving Family or Group Psychotherapy Who Had an Indicating 

Diagnosis (categories F34, F91, F93, T74, and T76) 
�x Percentage of KanCare Members with Indicating Diagnosis Who Received Family or Group 

Psychotherapy 
�x Percentage of KanCare Members Receiving Community Psychiatric Supportive Treatment Who Had 

an Indicating Diagnosis (F20, F25, F34, F60, and F91) 
 
Telemonitoring  
�x Number and percentage of members living in the rural and semi-urban areas (Non-Urban) who 

received telemonitoring services.  
�x Number of telemonitoring services provided to members living in the rural and semi-urban areas 

(Non-Urban).  
�x Number of providers monitoring health indicator data transmitted to them by the members 

receiving telemonitoring services.  
 
Data Sources: 
Data for the interim evaluation of KanCare 2.0 Hypothesis 3 was obtained from the following source: 
�x The encounter, demographics, eligibility, and enrollment records from the State’s Medicaid 

Management Information System (MMIS) reporting warehouse. 
 
Analytic Methods: 
The following analytical steps were applied to examine the outcome measures for the evaluation of use 
of telemedicine and telemonitoring services. 
1) Variables including member Medicaid ID, telehealth codes, and county codes from encounter, 

demographic, eligibility, and enrollment records from the State’s Medicaid Management 
Information System (MMIS) reporting warehouse were used to identify the target and intervention 
populations. 

2) From encounter records, data for outcome measures were abstracted for the members identified 
for inclusion in the intervention and comparison populations. 

3) Data abstracted in Steps 1 and 2 were reviewed for missing values, inconsistent patterns, and 
outliers to ensure quality and appropriateness of data for analyses required by the evaluation 
design. 

4) The denominator and numerator counts and the rates or percentages of the outcome measures 
were calculated and stratified. 

5) Appropriate statistical tests were applied. Statistical testing of differences in percentages between 
two consecutive years (2018 to 2019, 2019 to 2020, and 2020 to 2021) was conducted using a 
weighted Pearson chi-square test with p less than 0.05 indicating statistical significance. Weighted 
Mantel-Haenszel chi-square tests were applied to determine whether the slopes of 3-year trend 
lines were statistically significantly different from horizontal (trend analysis: 2019 to 2021) with p 
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less than 0.05 indicating statistical significance.  
6) Key outcome measure results and interpretations were described in narrative, tables, and figures 

(see Results section and Appendix B). 
 
Qualitative Evaluation 
Use of Telementoring Services: 
As mentioned above, data sources are not currently available to describe the status of the use of 
telementoring; therefore, quantitative evaluation was not conducted. The evaluation of the use of 
telementoring services focused on summarizing the telementoring efforts implemented by Sunflower 
Health Plan, the University of Kansas, and the University of Missouri.  
The Project ECHO (Extension for Community Healthcare Outcomes) Model is used by Sunflower Health 
Plan, the University of Kansas, and the University of Missouri to provide telementoring services to 
providers. These efforts are summarized in Results section of this report.  
 
Project ECHO Sunflower Health Plan 
In response to the telementoring component of the KanCare 2.0 Hypothesis 3, Sunflower Health Plan 
served as a Project ECHO hub. A Project ECHO hub refers to “a regional center where a team of subject 
matter experts is located, replicates the ECHO Model™ and runs their own ECHO program.”14 Sunflower 
Health Plan collaborated initially with the University of Kansas and later with the University of Missouri’s 
Office of Continuing Education, School of Medicine, and Sinclair School of Nursing to conduct this 
program. The information summarized in the Results section was abstracted from the report provided 
by Sunflower Health Plan titled “Project ECHO®. Sunflower Health Plan Kansas. 2019–Present.”15  
 
KUMC Project ECHO® Series 
In April 2021, the University of Kansas Medical Center (KUMC) conducted the KUMC Project ECHO® 
Series titled “Substance Use Disorders 2021: A Primary Care Approach to Managing Substance Use 
Disorders” for physicians, advanced practice clinicians, nurses, behavioral health providers, and other 
providers.16 The purpose of the series was to improve healthcare providers’ capacity to implement 
evidence-based practices related to substance use disorder (SUD) prevention, screening, early 
intervention, referral to treatment, and risk reduction. The information summarized in the Results 
section is abstracted from the report, titled “Substance Use Disorders 2021: A Primary Care Approach to 
Managing Substance Use Disorders. KUMC Project ECHO® Series Summary Report”, provided by the 
KUMC Project ECHO®.16 
 
Telehealth Provider Survey: 
In addition to the assessment of quantitative outcome measures to examine the use of telemedicine 
and telemonitoring services, a qualitative evaluation was also conducted.  
 
The qualitative information was collected, through a short online survey, from KanCare providers who 
offered telehealth services to KanCare members in 2020 or 2021. The survey was designed to gain an 
understanding of their experiences providing telehealth services to KanCare members, including 
facilitators and barriers related to the use telemedicine and telemonitoring services, and whether the 
use of these services improved access to care among KanCare members. In addition, providers were 
asked to provide recommendations for removing barriers to increasing the use of these services and 
improving access to care among KanCare members.  
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Survey Population 
The survey population was defined as KanCare providers who offered telehealth services to KanCare 
members in 2020 or 2021. These providers were identified through encounter records from the MMIS 
reporting warehouse. A total of 9,710 providers constitute the survey population. 
 
Survey Sample Frame 
KanCare providers from the survey population with an email address were included in the survey frame. 
The contact information of the providers, obtained from the Kansas Medicaid Modular System (KMMS) 
database, was examined for the availability of an email address. A provider-specific or a 
group/organization email address was identified for 3,307 providers. A list of these 3,307 providers was 
compiled to serve as the sample frame.  
 
Survey Sample 
A sample of 843 providers who offered telehealth services to KanCare members in 2020 and 2021, with 
a unique or group/organization email address, was selected from the sample frame to send an invitation 
to participate in the Telehealth Provider Survey. The survey sample included all the providers for whom 
unique email addresses were available. The selection of providers with a group/organization email was 
done by examining the number of providers with that email. If the organization had a small number of 
providers, then all providers with that group/organization email address were included in the sample. 
For the large organizations with several providers with the same group/organization email address, 5 to 
10 providers with 201 or more claims, 5 to 10 providers with 100 to 200 claims, and 5 to 10 providers 
with less than 100 claims were selected for the sample. Though these providers were selected 
randomly, a rigorous probability sampling methodology was not applied as the purpose of this survey is 
to collect qualitative information from providers regarding their experience with telehealth services for 
KanCare members. 
 
Survey Questionnaire 
The survey questionnaire had an introductory paragraph describing the purpose of the survey and 
twelve questions. The initial two questions were designed to collect information on primary locations of 
the respondents and the type of healthcare service they provide. The third question was directed 
toward confirming whether they provided telehealth services to KanCare members. For the respondents 
selecting “Yes” to the third question, nine subsequent questions were designed using a close-ended 
question format for eight of these questions, and an open-ended format for one question. For the 
respondents selecting “No” to the third question, before directing them to end the survey, an open-
ended question was asked regarding the reasons for not providing telehealth services. To conduct the 
survey using the SurveyMonkey software platform, the survey questionnaire was formatted using the 
Software’s online survey building features.  
 
Survey Implementation 
SurveyMonkey was used to conduct the survey. The email invitation with an online survey link was sent 
directly to the providers with provider-specific email addresses. For the providers using the same 
group/organization email address, the emailed invitation included a list of the selected providers’ names 
and a request for the recipient to forward the survey link to all listed providers. If the recipient was a 
provider, the email also included a request to complete the survey as well as forward it to others. These 
emails were sent to 96 group/organization addresses to reach these providers. 
  
Analytic Method 
SurveyMonkey analysis and reporting features were used to collect the responses provided by the 
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survey respondents. Respondents were kept anonymous. The responses to survey questions abstracted 
from SurveyMonkey were reviewed and categorized into key themes to summarize the providers’ 
experiences related to use of telehealth services for providing healthcare to KanCare members.  
 

f. Methodology for the Evaluation of Hypothesis 4 
As per a recommendation from CMS, the KanCare 2.0 Hypothesis 4 evaluation methodology description 
is included in a separate report prepared for the interim evaluation of the KanCare 2.0 Section 1115 SUD 
Demonstration. 
 

g. Monitoring of the Overall KanCare 2.0 Performance Measures  
The final evaluation of the KanCare Demonstration conducted for the first six years of the program 
(2013–2018) identified areas for improvement. The KanCare 2.0 Evaluation design (Attachment A) 
proposed monitoring of thirteen performance measures related to a few of these areas during the 
period of 2019 through 2023. Changing circumstances made deviations from the proposal necessary. 
The changes will be explained below. The interim evaluation of overall performance measures was 
conducted using quantitative methods.  
 
As proposed in the KanCare 2.0 Evaluation Design (Attachment A), two HEDIS measures and a Consumer 
Assessment of the Healthcare Providers and Systems (CAHPS) adult survey measure were examined for 
inclusion in the interim evaluation.  
 
For the HEDIS measure Prenatal and Postpartum Care (PPC), only measurement years (MY) 2019 and 
2020 rates were included in the evaluation. Because of specification changes, NCQA indicated a break in 
trending from prior rates. A break in trending was indicated for the HEDIS Comprehensive Diabetes Care 
(CDC) indicator Blood Pressure Control between MY 2019 and MY 2020; because only one data point 
remained, the indicator was excluded from the evaluation. 
 
The comprehensive diabetes care HEDIS measures were reorganized by NCQA since the KanCare 2.0 
Evaluation Design was written. Three indicators were discontinued: Medical Attention for Nephropathy, 
HbA1C Testing, and HbA1c Control (<7.0%). The remaining four indicators were separated into three 
independent measures that are percentages of members 18–75 years of age with diabetes (types 1 and 
2).17 
�x Hemoglobin A1c Control for Patients with Diabetes (HBD) – Percentage whose hemoglobin A1c 

(HbA1c) was at the following levels: 
o HbA1c Control (<8.0%) 
o Poor Control HbA1c (>9.0%)  

�x Eye Exam Performed for Patients with Diabetes (EED) – Percentage who had a retinal eye exam 
�x Blood Pressure Control for Patients with Diabetes (BPD) – Percentage whose blood pressure was 

adequately controlled (<140/90 mm Hg) 
 
The KanCare 2.0 Evaluation Design proposed monitoring of four mental health measures using data 
from the Kansas Medicaid Mental Health Consumer Perception Survey reports. However, that survey 
was replaced in 2021 with the Experience of Care and Health Outcomes (ECHO) Survey. Because the 
questions related to the selected measures from the Kansas Medicaid Mental Health Consumer 
Perception Survey were not available in the ECHO Survey, data from Kansas ECHO survey for three years 
(2021, 2022, 2023) will be examined for the KanCare 2.0 Evaluation. Currently, ECHO Survey data for the 
mental health measures are available for only on year (2021); therefore, the measures were not 
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included in the interim evaluation but are expected to be included in the KanCare 2.0 summative 
evaluation.  
 
Also, the KanCare 2.0 Evaluation Design proposed monitoring of six measures related to social and 
community engagement among KanCare members receiving HCBS services by using data from the 
Kansas Consumer Assessment of Healthcare Providers and Systems Home and Community Based 
Services (HCBS CAHPS) Survey. The Kansas HCBS CAHPS survey was conducted only in 2019. The Kansas 
Department of Aging and Disability Services (KDADS) decided not to repeat this survey. Instead, Kansas 
data from the National Core Indicators (NCI) survey and National Core Indicators—Aging and Disabilities 
(NCI-AD) Survey will be used to monitor measures related to Social and Community Engagement among 
KanCare members receiving HCBS services. The measures from 2016-2017, 2017-2018 and 2018-2019 
Kansas NCI surveys,16,19,20 and from 2018-2019 and 2019-2020 Kansas NCI-AD surveys21,22 were examined 
for the interim evaluation. 
 
Target and Comparison Populations:  
The HEDIS measures included in the evaluation assessed performance of adult and infant KanCare 2.0 
members. The CAHPS adult surveys were distributed to adult KanCare 2.0 members aged 18 years or 
older.23,24 The Kansas NCI surveys were conducted among members who are Medicaid eligible, 18 years 
and older, receiving at least one Intellectual/Developmental Disability (I/DD) waiver service (waiver 
services to not include services from Intermediate Care Facilities for Individuals with Intellectual 
Disabilities). The Kansas NCI-AD surveys were conducted among adults who are Medicaid eligible and 
receive long term services and supports (LTSS) through the Frail Elderly (FE), Physical Disability (PD) and 
Brain Injury (BI) waiver programs. 
 
Evaluation Periods:  
HEDIS measures – Measurement Years 2019–2020  
CAHPS survey measure – Survey Years 2019–2021 (MY 2019–2020) 
Kansas NCI Survey measures – Survey Years 2016-2017, 2017-2018, and 2018-2019  
Kansas NCI-AD Survey measures – Survey Years 2018-2019 and 2019-2020  
 
Evaluation Measures:  
The following outcome measures were assessed.  
�x Prenatal and Postpartum Care (PPC) [HEDIS measure] 

o Timeliness of Prenatal Care – Percentage of deliveries that received a prenatal care visit in the 
first trimester, on or before the enrollment start date or within 42 days of enrollment in the 
organization 

o Postpartum Care – Percentage of deliveries that had a postpartum visit on or between 7 and 84 
days after delivery 

�x Comprehensive Diabetes Care [HEDIS measures; percentage of members 18–75 years of age with 
diabetes (types 1 and 2)]  
o Hemoglobin A1c Control for Patients with Diabetes (HBD) – Percentage whose hemoglobin A1c 

(HbA1c) was at the following levels: 
�ƒ HbA1c Control (<8.0%) 
�ƒ Poor Control HbA1c (>9.0%)  

o Eye Exam Performed for Patients with Diabetes (EED) – Percentage who had a retinal eye exam. 
�x Blood Pressure Control for Patients with Diabetes (BPD) – Percentage whose blood pressure was 

adequately controlled (<140/90 mm Hg) 
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�x Medical Assistance with Smoking and Tobacco Use Cessation (MSC) [CAHPS survey HEDIS measure] 
o Advising Smokers and Tobacco Users to Quit – Percentage of members 18 years of age and older 

who were current smokers or tobacco users and who received advice to quit during the prior six 
months  

o Discussing Cessation Medications – Percentage of members 18 years of age and older who were 
current smokers or tobacco users and who discussed or were recommended cessation 
medication in the prior six months 

o Discussing Cessation Strategies – Percentage of members 18 years of age and older who were 
current smokers or tobacco users and who discussed or were provided cessation methods or 
strategies in the prior six months.  

�x Social and Community Engagement [Kansas NCI Survey and Kansas NCI-AD Survey Measures] 
o Kansas NCI Survey Measures 

�ƒ Can see and communicate with their family when they want (if not living with family) 
�ƒ Has friends (may be staff or family) and can see them when wants 
�ƒ Able to go out and do the things they like to do in the community as often as they want 
�ƒ Services and Supports help person live a good life 
�ƒ Decides or has input in deciding how to spend free time 
�ƒ Decides or has input in deciding daily schedule 

o Kansas NCI-AD Survey Measures 
�ƒ Percentage of people who are always able to see or talk to friends and family when they 

want to (if have friends and family who do not live with person) 
�ƒ Percentage of people who are able to do things they enjoy outside of home as much as they 

want to 
�ƒ Percentage of people whose services help them live a better life 
�ƒ Percentage of people who like how they spend their time during the day 
�ƒ Percentage of people who get up and go to bed when they want to 
�ƒ Percentage of people who can eat their meals when they want to 

 
Data Sources: 
�x HEDIS measure data submitted by the MCOs for measurement years 2016 to 2020 
�x Consumer Assessment of Healthcare Providers and Systems (CAHPS) surveys, 2018 to 202123,24 
�x NCI In-Person Surveys, 2016-2017, 2017-2018, and 2018-2019 Kansas State Reports16,19,20  
�x NCI-AD Adult Consumer Surveys, 2018-2019 and 2019-2020 Kansas Results21,22 
 
Analytic Methods: 
The following analytical steps were applied to examine the monitoring of overall KanCare 2.0 
performance measures. 
�x HEDIS and CAHPS Survey Measures: 

o The Prenatal and Postpartum Care (PPC) and Comprehensive Diabetes Care indicator rates were 
calculated from Certified, Audited HEDIS Health Plan rates that were calculated by the MCOs 
using administrative and medical record data for samples of members meeting administrative 
criteria. KanCare rates are weighted averages of the MCOs’ rates, weighted by the measures’ 
administrative denominators.  

o Four CAHPS questions on the adult survey questionnaire addressed smoking and tobacco use 
and cessation strategies among adult members. Respondents indicated whether or not they 
smoked or used tobacco. If respondents replied “everyday” or “some days” to the smoking and 
tobacco use question, they were asked three questions about cessation strategies that form 



KanCare 2.0 Interim Evaluation 
Evaluation of the State of Kansas Medicaid Section 1115(a) Demonstration – KanCare 2.0 

Reporting Period – January 2019 – September 2022 
 

   
KFMC Health Improvement Partners  Page 26 

indicators of the HEDIS measure Medical Assistance with Smoking and Tobacco Use Cessation 
(MSC). KanCare rates for the MSC indicators were calculated from CAHPS survey responses. 
These rates represented the combined membership of each MCO’s indicated populations. 
KanCare rates were averages weighted by the counts of members meeting survey eligibility 
criteria. MSC rates are reported as one-year rates, as opposed to two-year rolling averages, to 
accommodate statistical testing of differences between years. 

o KanCare rates were compared to national percentiles for all Medicaid and CHIP health plans 
made available through Quality Compass (QC). KanCare rates were ranked using the QC 
percentiles. The ranks are denoted, in order of worst to best performance: <5th, <10th, <25th, 
<33.33rd, <50th�U���H�ñ�ìth, >66.67th, >75th, >90th, and >95th. For example, a rate ranked <10th will be 
less than the 10th percentile but not less than the 5th percentile. 

o Statistical testing to assess statistically significant differences between two consecutive years 
(2019 to 2020, and 2020 to 2021) was conducted using a weighted Pearson chi-square test with 
p less than 0.05 indicating statistical significance. 

�x Kansas NCI Survey Measures: 
o The percentages for the NCI Survey measures were abstracted from the 2016-17, 2017-18, and 

2018-19 National Core Indicators (NCI®) In-Person Surveys, Kansas State Reports. 
o Absolute improvement was examined by comparing percentages across the three survey years.  

�x Kansas NCI-AD Survey Measures: 
o The percentages for the NCI-AD Survey measures were abstracted from the 2018–2019 and 

2019–2020 survey reports. 
o Absolute improvement was examined by comparing percentages across the three survey years.  

 
 

Methodological Limitations  
 
Due to state-wide implementation of the KanCare 2.0 Demonstration, the evaluation of overall 
strategies (Service Coordination Strategy and OneCare Kansas program) and four hypotheses is limited 
by the lack of true comparison groups. All Medicaid clients in the state are subject to participation in the 
Demonstration. As a result, the evaluation design included comparisons among members in the 
Intervention and Comparison Groups (without true external comparison groups); therefore, the pre- and 
post-test evaluation design or comparisons to baselines may suggest overall improvements in outcomes 
due to the demonstration and observed associations may not imply causality due to a specific 
intervention.  
 
The use of administrative claims and encounters data sources can be a limitation. These data sources 
are designed and collected for billing purposes but will be used in the evaluation to determine changes 
in access to services, quality of care, and health outcomes. However, most of the measures selected for 
assessment of the evaluation questions are validated and widely used for this purpose. While 
administrative data might be able to identify key cases and statistical trends, these are usually limited in 
providing detailed health and health behavior information, thus making it difficult to obtain information 
on possible covariates. Also, due to the use of population-level data, the effect size of measured 
differences represents true differences; however, this may or may not correspond to meaningful 
changes at the intervention or program levels.  
 
Because MCO member-level HEDIS data were not available for measurement years 2016 through 2021, 
HEDIS rates were calculated from encounter data. Rates calculated from encounter records do not 
match the MCOs’ rates and are not to be considered HEDIS Health Plan rates; calculation of HEDIS rates 
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by the MCOs incorporates supplemental data not available through encounters, such as data extracted 
from medical records and claims from other lines of business. HEDIS rates calculated from encounter 
data are Uncertified, Unaudited HEDIS rates. Not all HEDIS rates could be adequately produced from 
encounter data; Initiation and Engagement of Alcohol and Other Drug Abuse or Dependence Treatment 
(IET) rates were excluded from the evaluation due to poor comparisons to rates calculated from MCO 
member-level detail records. 
 
Data lag also causes a challenge in measuring and reporting change in a timely manner. Analysis from 
encounter data was limited to dates of service occurring in 2016 through 2021 and further limited to 
encounters received into the State’s system within 3 months of the measurement year. The latest HEDIS 
data from the MCOs available for analysis was measurement year 2020. 
As the evaluation covers multiple years, definitions and specifications of the evaluation measures, 
policies for data collection, and infrastructure of the data sources were subject to change during the 
evaluation period. Adjustments were made to analytic plans, where possible. These include adjusting 
HEDIS measure calculations to reflect more current technical specifications and modifying inclusion 
criteria for the Service Coordination Strategy intervention and comparison groups due to missing data.  
  
Comparison group options using members who are the members of the intervention’s target population 
will be applied, therefore, there is a possibility of encountering methodological issues (such as selection 
bias due to differences in the characteristics of members opting-in for the participation in the 
intervention and those not opting-in, multiple treatment threats due to other interventions, effect of 
confounding variables, inadequate statistical power, and multiple comparisons issues) that will require 
application of appropriate techniques.  
 
A lack of standardization of the HST, HRA, Needs Assessment and PCSP variable fields, in the datasets 
provided by the MCOs, created limitations in compiling the Intervention and Comparison Groups 
needed for the interim evaluation measurement period. Through a contract amendment, the HST and 
HRA have been standardized, with implementation of the standardized tools occurring in early 2022.  
 
Issues with comparability of intervention and control groups, time periods, or strata were encountered. 
Appropriate techniques were be applied to address these issues as much as possible. 
�x The COVID-19 public health emergency was a very strong confounding variable that impacted 

almost all aspects of the evaluation. 
�x As an emergency measure, disenrollment from KanCare was suspended for many members who 

would otherwise have become ineligible for benefits (e.g., CHIP members turning 19 years old and 
60 days after delivery for women receiving benefits due to pregnancy). Consequently, the number of 
KanCare members increased in 2020 and 2021 (impacting utilization rates) and the homogeneity of 
the population changed (impacting statewide outcome measures). 

�x The intervention and control groups for evaluation of the Service Coordination Strategy and 
OneCare Kansas groups were subject to self-selection bias due to differences in the characteristics 
of members opting-in for the participation in the intervention and those not opting-in.  

�x Telehealth was implemented statewide, which creates spillover effects. 
�x Differences in the type of providers available to offer services differed between regions of the state, 

which made it a confounding variable for evaluation of telehealth. 


















































































































































































































































































































































































































































































































































































































	01-SUD cover letter
	02-SUD Report Cover

